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 “/ŶŐůĂŶŝƐĂďŝƚĐŚ ? ?,ŽƐƚŝůĞE,^ĐŚĂƌŐŝŶŐƌĞŐƵůĂƚŝŽŶƐĐŽŶƚƌĂǀĞŶĞƚŚĞ 
ethical principles of the medical profession 
 
Inglan is a bitch 
ĚĞƌĞ ?ƐŶŽĞƐĐĂƉŝŶŝƚ 
Inglan is a bitch 
yu haffi know how fi survive in it 
 
(Linton Kwesi Johnson, 1980) 
 
Abstract 
 
Following the recent condemnation of the NHS charging regulations by medical colleges and 
the UK Faculty of Public Health, we argue that through enactment of this policy the medical 
profession is betraying its core ethical principles. Through dissection of the policy using 
ĞĂƵĐŚĂŵƉ ĂŶĚ ŚŝůĚƌĞƐƐ ? ĨƌĂŵĞǁŽƌŬ ? Ă disrespect for autonomy becomes evident in the 
operationalisation of the charging regulations, just as a disregard for confidentiality was 
apparent in the data-sharing Memorandum of Understanding. Negative consequences of the 
regulations are considered under the principles of beneficence and non-maleficence to 
highlight their importance for clinical decision makers. Exploration of the principle of justice 
illuminates the core differentiation between the border-bound duties of the State and 
borderless duties of the clinician; exposing a fundamental tension.  
 
Introduction 
 
In honour of the trust and vulnerability shared within the unique doctor-patient relationship, 
medical professionals must protect the ethical values which define their role. The UK Faculty 
of Public Health, Royal College of Physicians, Royal College of Paediatrics and Child Health 
(RCPCH) and Royal College of Obstetrics and Gynaecology recently came together to express 
their deep concern over the NHS charging regulations and call for their suspension (2). This 
article argues that the reforms introduced to the National Health Service (NHS) England, 
ĚĞƐŝŐŶĞĚƚŽƌĞƐƚƌŝĐƚĂĐĐĞƐƐƚŽŚĞĂůƚŚĐĂƌĞĨŽƌƚŚŽƐĞĚĞĞŵĞĚŶŽƚ ‘ŽƌĚŝŶĂƌŝůǇƌĞƐŝĚĞŶƚ ?ƉƌĞǀĞŶƚ
doctors from meeting their ethical duties and moral obligations. This clash of principles results 
from the fundamental opposition of the defined boundaries of the State compared with those 
of clinical care.  
 
Background 
 
The Immigration Act (3) introduced in 2014 paved the way for a series of reforms to restrict 
access to public services for illegal immigrants ĂƐ ƉĂƌƚ ŽĨ ƚŚĞ ,ŽŵĞ KĨĨŝĐĞ  ‘ŚŽƐƚŝůĞ
ĞŶǀŝƌŽŶŵĞŶƚ ?ƉŽůŝĐǇ. Consequently, the National Health Service (Charges to Overseas Visitors) 
Regulations 2015 (4) and 2017 (5) were enacted leading to changes in provision of healthcare 
ĨŽƌƚŚŽƐĞĚĞĞŵĞĚŶŽƚ ‘ŽƌĚŝŶĂƌŝůǇƌĞƐŝĚĞŶƚ ? in England. The assessment of ordinary residence 
is made on the following criteria: can the person prove they are lawfully in the UK? Is the 
person here on a voluntary basis? Can they prove they are properly settled in the UK for the 
time being? (6) Being properly settled is an assessment based on details such as length of 
stay, proof of address, proof of utility bills, stability of residence arrangement, proof of 
employment, proof of bank account and family arrangements. (6)  
 
Exemptions to the policy include asylum seekers, refugees, children under the care of a local 
authority and victims of trafficking. Failed asylum seekers are not exempt even whilst 
appealing their asylum decision. Services which remain free to all are  “primary care, accident 
and emergency, walk-in centres, minor injuries units, contraception services (excluding 
termination of pregnancy), specific communicable diseases (e.g. tuberculosis), palliative care, 
school nurses, district nurses and NHS 111 services. Other specific treatments that are always 
free include treatments for consequences of sexual or domestic violence, female genital 
ŵƵƚŝůĂƚŝŽŶĂŶĚƚŽƌƚƵƌĞ ? ?(7) /ĨĂƉĞƌƐŽŶŝƐĚĞĞŵĞĚĂƐŶŽƚ ‘ŽƌĚŝŶĂƌŝůǇƌĞƐŝĚĞŶƚ ?ƚŚĞǇĂƌĞŶŽǁ
subject to 150% tariff charges for most secondary care including maternity care (antenatal 
and postnatal) and NHS funded community-based treatments. These services must now be 
categorised into  ‘ƵƌŐĞŶƚ ?Žƌ ‘ŝŵŵĞĚŝĂƚĞůǇŶĞĐĞƐƐĂƌǇ ?, in which case care is provided prior to 
seeking payment, and  ‘necessary but non-ƵƌŐĞŶƚ ? in which case payment must be received 
before care will be provided (6). Clinicians have voiced concerns, claiming the reforms legally 
enforce their direct involvement in border control (2,8,9).  
 
The identification of chargeable patients within NHS trusts is overseen by a new non-clinical 
position titled Overseas Visitors Manager (OVM). These managers are often supported by 
administrators in the areas with higher numbers of chargeable patients, such as London 
trusts.  
 
For more details on implementation of the NHS charging regulations, including a complete 
list of the infectious diseases exempt from charges see also Understanding changes to NHS 
charging regulations for patients from overseas (7) and the BMA guidance on Access to 
healthcare for overseas visitors (10). 
 
Those citizens from the European Economic Area (EEA) and Switzerland who are currently 
living in England and can prove ordinary residence are eligible for free NHS care, under 
bilateral agreements. If the UK leave the European Union (EU) without an exit deal, these 
citizens will continue to receive the same eligibility but those from the EEA or Switzerland that 
move to England after the exit day will be required to prove ordinary residence and hold a 
European Temporary Leave to Remain card from the Home Office. To make the distinction 
between those who arrived before and those who arrived after exit day, residents who were 
previously living here will need to provide evidence of this to the NHS when requiring 
treatment. Visitors to the UK from the EEA or Switzerland who arrive after the exit day will be 
expected to pay for any required NHS treatment, either through personal or insurance based 
funds (11). If an exit agreement is reached, however, this may change. At the time of writing, 
the political situation is fragile and many outcomes remain possible.  
 
Many have criticized the regulations for their level of complexity and opportunity for mis-
interpretation when attempting to implement (7,12 W14). OVMs have also reported struggling 
to reach a conclusion on ordinary residence in practice (15). Although there are many logical 
reasons behind the many exemptions of charges, such as the prevention of transmission of 
ŝŶĨĞĐƚŝŽƵƐĚŝƐĞĂƐĞŝŶƚŚĞŝŶƚĞƌĞƐƚƐŽĨƉƵďůŝĐŚĞĂůƚŚĂŶĚƚŚĞŝŶƚƌŝĐĂĐŝĞƐŽĨƌŝƚĂŝŶ ?ƐĞǆŝƚĨƌŽŵƚŚĞ
EU, this has led to a set of abstruse and constantly evolving guidelines which are impractical 
to implement and inaccessible to the 1.5M NHS employees required to understand them. A 
survey of the members of the RCPCH found that over 70% of respondents did not feel 
confident determining who is exempt or when to charge upfront and when to withhold 
treatment. This level of complexity, in turn, has led to patients being deterred from accessing 
services which are in fact not chargeable (12,16,17) and patients being incorrectly charged 
for free services (18) or denied access to emergency treatments until they paid (12). These 
concerns raise the question, were the regulations really worth introducing in the first place? 
Whilst some may argue the intention was to reduce the load on an already stretched health 
system, in reality the charging regulations have increased the burden.   
 
A Memorandum of Understanding (MOU) between the Home Office, Department of Health 
and Social Care (DoHSC) and NHS Digital came into effect in January 2017, allowing the Home 
Office to make information requests on non-clinical details, e.g. address and unpaid debt 
information of suspected immigration offenders, without the need for court order (19). After 
much campaigning by doctors, MPs and patients this MOU was suspended due to concerns 
ĂďŽƵƚ ƚŚĞ  ‘ŚŽƐƚŝůĞĞŶǀŝƌŽŶŵĞŶƚ ?ĐƌĞĂƚĞĚĂŶĚ ƚŚĞƉŽƚĞŶƚŝal consequences to individual and 
public health. Since October 2017, GP practices have been required to request information 
from new patients to determine their immigration status (6) and this practice continues 
today.  
 
Case study 
 
The following case study will be used to illustrate a number of the most dangerous features 
of the charging regulations. It is a well-known and highly publicised case which exemplifies 
ƚŚĞ tŝŶĚƌƵƐŚ ^ĐĂŶĚĂů ? ^ǇůǀĞƐƚĞƌ ?Ɛ ƐŝƚƵĂƚŝŽŶ ĂĐƵƚĞůǇ ĚĞŵŽŶƐƚƌĂƚĞƐ ƚŚĞ ƵŶũƵƐƚ ĂŶĚ ƵŶƐĂĨĞ
nature of the policy and asks you to consider whether it is worth pursuing. Sylvester was not 
unique, there were numerous cases of the Windrush Generation who suffered greatly 
through increased restriction to public services as a result of the Immigration Act, and had it 
not been for the huge public outcry they may have continued to suffer.  
 
This particular case represents those in a population who, by most accounts, should be 
treated to the equal rights that citizenship brings but because of historical and political 
injustice these persons - members of the previous British Empire - have been treated as 
second-class citizens. These second-class citizens exist in many societies living in the grey 
areas between belonging and not belonging to an  “organized community ? and are easily 
persecuted under policies which involve discrimination of the  ‘other ? through ambiguous 
categorisations of people (20). 
 
Sylvester Marshall was born in Jamaica but brought to the U.K. by his mother as a teenager in 
the 1970s. His mother worked as a nurse for the NHS and Sylvester later worked as a mechanic, 
contributing taxes and national insurance. As a child, his Jamaican passport was lost and 
Sylvester never applied for a British passport. The Home Office did not keep records or produce 
official papers for those who had been granted leave to remain and like many of the Windrush 
'ĞŶĞƌĂƚŝŽŶ ?ŝƚŝƐůŝŬĞůǇƚŚĂƚ^ǇůǀĞƐƚĞƌ ?ƐůĂŶĚŝŶŐĐĂƌĚǁĂƐĚĞƐƚƌoyed by the Home Office in 2010 
(21). Sylvester was diagnosed with prostate cancer in 2016 and was receiving NHS specialist 
care. A decision was made between himself and his clinical team that he would receive 
radiotherapy treatment, however on arrival at his first session he was asked to produce a 
British passport to prove he was lawfully living in the UK. As he did not have one, he was 
advised he would need to pay £54,000 before proceeding with treatment (22). From this we 
ĐĂŶĚĞƚĞƌŵŝŶĞƚŚĂƚƚŚĞ^ǇůǀĞƐƚĞƌ ?ƐĐůŝŶŝĐĂůƚĞĂŵŚĂĚŵĂde the decision that the radiotherapy 
ƚƌĞĂƚŵĞŶƚǁĂƐ ?ŶĞĐĞƐƐĂƌǇďƵƚŶŽŶ-ƵƌŐĞŶƚ ? ?dŚĞƚŝŵĞĨƌĂŵĞƚŽƚŚŝƐƵƌŐĞŶĐǇŝƐďĂƐĞĚĂƌŽƵŶĚƚŚĞ
ĐŽŶĐĞƉƚŽĨƚŚĞƉĂƚŝĞŶƚďĞŝŶŐĂŶŽǀĞƌƐĞĂƐǀŝƐŝƚŽƌĂŶĚƚŚĞƌĞĨŽƌĞĂ ?ŶĞĐĞƐƐĂƌǇďƵƚŶŽŶ-ƵƌŐĞŶƚ ?
treatment can be left until the peƌƐŽŶƌĞƚƵƌŶƐƚŽƚŚĞŝƌŚŽŵĞĐŽƵŶƚƌǇ ?/Ŷ^ǇůǀĞƐƚĞƌ ?ƐĐĂƐĞ ?ŚŝƐ
home country was the UK and he had not returned to Jamaica for over 40 years. This decision 
effectively denied him of ever receiving the radiotherapy to treat his cancer.  
 
Since the introduction of these regulations, clinicians have been expected to make 
judgements on the clinical urgency of these cases as part of the charging regulation process 
without any prior consultation or training to facilitate this role. There has been no official 
guidance from clinical bodies on how to make these judgements. Therefore, there is likely to 
currently be a spectrum of approaches and opinions within the profession which may 
sometimes lead to questionable decisions. The Windrush Generation are just one example of 
a population who do not fit neatly into a defined category of immigration policies. People are 
not commodities which can be reduced into simplistic categories; they have complex and 
intricate histories behind their immigration status.  
 
If we continue to allow immigration enforcement to seep into delivery of public services then 
there may be many other sub-sections of society which get caught in the crossfire. One 
contemporary example is the entitlements of EEA citizens which currently hang in the balance 
ŽĨ ƌŝƚĂŝŶ ?Ɛ Ğǆŝƚ ŶĞŐŽƚŝĂƚŝŽŶƐ ? /Ĩ ǁĞ ƐƚĂƌƚ ƚŽ ƋƵĞƐƚŝŽŶ ƚŚŽƐĞĂůƌĞĂĚǇ ŽŶ h< ƐŽŝů ĂďŽƵƚ ƚŚĞŝƌ
entitlements to basic services such as healthcare then we risk getting caught into an ethical 
tangle of who therefore does  ‘ĚĞƐĞƌǀĞ ?ĐĂƌĞŽǀĞƌŽƚŚĞƌƐ ?ƚǁŚĂƚƉŽŝŶƚ ŝŶƚŚĞƐƉĞĐƚƌƵŵŽĨ
grey areas do we draw this arbitrary line? This tussle is clearly reflected in the complex list of 
exemptions and vague criteria towards ordinary residence in the NHS charging regulations. 
As migration and globalisation are increasingly factors of life, can we continue to stick to rigid 
ideas of national sovereignty whilst maintaining an ethical approach? Would you be 
comfortable denying a person in front of you health advice, based on their immigration 
papers? Some things seem more important than paperwork. 
 
BreaĐŚŽĨŽĐƚŽƌ ?ƐƚŚŝĐĂůŽŶĚƵĐƚ 
 
In the UK, medical professionals are duty bound, through compulsory registration with the 
General Medical Council (GMC), to professional ethical standards; titled Good Medical 
Practice ?&ŝƌƐƚƉƵďůŝƐŚĞĚŝŶ ? ? ? ? ?ƚŚĞǇĨŽƌŵĂůŝƐĞĚƚŚĞĞǆƉĞĐƚĂƚŝŽŶƐŽĨĚŽĐƚŽƌ ?ƐĞƚŚŝĐĂůĐŽŶĚƵĐƚ
(23). One of the most influential frameworks of biomedical ethics is the four principles by 
Beauchamp and Childress (24): respect for autonomy, beneficence, non-maleficence and 
justice. These principles outline the most important concepts with which to judge the 
relationship between doctor and patient. First developed by the American philosophers in 
wake of the Tuskegee Syphilis study scandal, they act as an important reminder of the abuse 
that can be experienced at the hands of the medical profession if such an ethical framework 
is ignored. 
 
Doctors working for the NHS clearly have obligations and responsibilities whilst representing 
the public sector organisation. In the main, the core values of the NHS constitution and Good 
Medical Practice are overlapping, for example the NHS constiƚƵƚŝŽŶƐƚĂƚĞƐ “You have a duty 
ƚŽƉƌŽƚĞĐƚƚŚĞĐŽŶĨŝĚĞŶƚŝĂůŝƚǇŽĨƉĞƌƐŽŶĂůŝŶĨŽƌŵĂƚŝŽŶƚŚĂƚǇŽƵŚŽůĚ ? (25). The new legislation 
on charging regulations puts into law ĐůŝŶŝĐŝĂŶ ?Ɛ involvement in the process of charging those 
ĚĞĞŵĞĚŶŽƚ ‘ŽƌĚŝŶĂƌŝůǇƌĞƐŝĚĞŶƚ ?, placing doctors professional ethical standards into conflict.  
 
However, whilst the NHS constitution contains no information suggesting staff should exclude 
patients from care based on their immigration status, it does contain many statements which 
ĚŝƌĞĐƚůǇĐŽŶƚƌĂĚŝĐƚƚŚĞĞƚŚŝĐĂůƐƚĂŶĐĞŽĨƚŚĞĐŚĂƌŐŝŶŐƌĞŐƵůĂƚŝŽŶƐ ?&ŽƌĞǆĂŵƉůĞ ? “You have a 
duty not to discriminate against patients or staff and to adhere to equal opportunities and 
ĞƋƵĂůŝƚǇĂŶĚŚƵŵĂŶƌŝŐŚƚƐ ůĞŐŝƐůĂƚŝŽŶ ?(25). Considering the NHS was built on the idea that 
healthcare should be free for all at the point of access, this is the sentiment one would expect. 
An investigation by Medact found that two thirds of relevant trusts had provided no specific 
training to staff on the NHS charging regulations suggesting resistance to policy 
implementation.  
 
The NHS charging regulations and their breach of the ethical code of conduct governing UK 
doctors will be deconstructed using the four principles as a framework.  
 
Respect for Autonomy 
This principle sits at the heart of ethical healthcare provision and a patient-centred approach 
that defines contemporary U.K. medical education. In the move away from medical 
paternalism, its value has been increasingly recognised and can be defined in Kantian terms 
as treating patients as ends in themselves, rather than simply means (26).  
 
The NHS charging regulations legally enforce that secondary ƐĞƌǀŝĐĞƐŵƵƐƚĂƐƐĞƐƐĂƉĂƚŝĞŶƚ ?Ɛ
 ‘ordinary residence ? before proceeding with clinical care. This prioritisĞƐ ĂŶ ŝŶĚŝǀŝĚƵĂů ?Ɛ
immigration status above their autonomy; directly contradicting Good Medical Practice to 
 “ƚƌĞĂƚƉĂƚŝĞŶƚƐĂƐŝŶĚŝǀŝĚƵĂůƐĂŶĚƌĞƐƉĞĐƚƚŚĞŝƌĚŝŐŶŝƚǇĂŶĚƉƌŝǀĂĐǇ ?ĂŶĚ “ŶĞǀĞƌĚŝƐĐƌŝŵŝŶĂƚĞ
ƵŶĨĂŝƌůǇ ?(27) ?dŚĞ^ƚĂƚĞ ?ƐŶĞĞĚƚŽƉŽůŝĐĞŝƚƐďŽƌĚĞƌŽǀĞƌƌŝĚĞƐ respect for the individual and 
autonomy can no longer be guaranteed. 
 
In Sylvester ?ƐĐĂƐĞ ?ŚĞ was given autonomy in his treatment prior to the questions over his 
immigration status. However, on arrival for radiotherapy his options quickly altered as he was 
now expected to pay vast sums or produce passport documentation. This effectively left 
Sylvester without choice as the out-of-pocket cost was unaffordable but he still felt entitled 
to treatment based on his UK residence of over 40 years. The NHS charging regulations led to 
denial of Sylvester ?Ɛ autonomy and present a barrier to medical professionals fulfilling their 
ethical duty. 
 
Of course, Sylvester possessed some degree of agency in this process. There may have been 
earlier opportunities for him to formalise his legal status. But does this omission equate to 
exclusion from healthcare access? There are many reasons why Sylvester may have felt it 
unnecessary to apply for a passport. He may have lacked the money to travel abroad, the 
skills to navigate complex eligibility criteria, or perhaps been afraid of contacting the 
authorities based on the record of abuse that has been suffered by West Indians at the hands 
of the British state.  
 
In this case the State fails to comply with article 2 of the Universal Declaration of Human 
ZŝŐŚƚƐǁŚŝĐŚƐƚĂƚĞƐƚŚĂƚĂůůŚƵŵĂŶƌŝŐŚƚƐ ?ŝŶĐůƵĚŝŶŐƚŚĞƌŝŐŚƚƚŽ “ĂƐƚĂŶĚĂƌĚŽĨůŝǀŝŶŐĂĚĞƋƵĂƚĞ
for the health and well-being of himself and of his family, including food, clothing, housing 
ĂŶĚŵĞĚŝĐĂůĐĂƌĞ ? ?ŵƵƐƚďĞ “ĞǆĞƌĐŝƐĞĚǁŝƚŚŽƵƚĚŝƐĐƌŝŵŝŶĂƚŝŽŶŽĨĂŶǇŬŝŶĚ ?(28). The World 
Health Organisation expects countries to make progress towards achieving sustainable 
development goal 3.8 on Universal Health Coverage (29). This current movement acts to 
oppose this principle in England.  
 
tŝƚŚŝŶ'ŽŽĚDĞĚŝĐĂůWƌĂĐƚŝĐĞ ?ĚŽĐƚŽƌƐĂƌĞĞŶĐŽƵƌĂŐĞĚƚŽ “dĂŬĞƉƌŽŵƉƚĂĐƚŝŽŶŝĨ ?ƚŚĞǇ ?ƚŚŝŶŬ
ƚŚĂƚƉĂƚŝĞŶƚƐĂĨĞƚǇ ?ĚŝŐŶŝƚǇŽƌĐŽŵĨŽƌƚ ŝƐďĞŝŶŐĐŽŵƉƌŽŵŝƐĞĚ ?ƚŚƌŽƵŐŚƉŽůŝĐŝĞƐŽƌƐǇƐƚĞŵƐ ?
ĂŶĚ “ƉƵƚƚŚĞŵĂƚƚĞƌƌŝŐŚƚ ?ǁŚĞƌĞƉŽƐƐŝďůĞ(27). Sylvester ?ƐƐĂĨĞƚǇ ?ĚŝŐŶŝƚǇĂŶĚĐŽmfort were 
all compromised through enactment of the NHS charging regulations. 
 
Confidentiality  
Confidentiality is commonly aligned to the principle of respect for  autonomy in deciding who 
accesses the ƉĂƚŝĞŶƚ ?Ɛpersonal information (30) ?/ƚĐĂŶĂůƐŽďĞǀŝĞǁĞĚĂƐĂŶ ‘ŝŵƉůŝĞĚƉƌŽŵŝƐĞ ?
of the doctor-patient relationship (31). 
 
dŚĞ 'ŽŽĚ DĞĚŝĐĂů WƌĂĐƚŝĐĞ ƐƚĂƚĞƐ ƚŚĂƚ  “ǇŽƵ ŵƵƐƚ ƚƌĞĂƚ ŝŶĨŽƌŵĂƚŝŽŶĂďŽƵƚ ƉĂƚŝĞŶƚƐ ĂƐ
ĐŽŶĨŝĚĞŶƚŝĂů ?ĂŶĚ “ǇŽƵŵƵƐƚŵĂŬĞƐƵƌĞƚŚĂƚǇŽƵƌĐŽŶĚƵĐƚũƵƐƚŝĨŝĞƐǇŽƵƌƉĂƚŝĞŶƚƐ ?ƚƌƵƐƚŝŶǇŽƵ
ĂŶĚƚŚĞƉƵďůŝĐ ?ƐƚƌƵƐƚŝŶƚŚĞƉƌŽĨĞƐƐŝŽŶ ?(27). Trust is central to all aspects of medical care, 
from accurate history taking and examination to management plans. For trust to be formed, 
patients must be assured implicitly or explicitly that their autonomy will be respected. The 
implicit assumption relies on faith in institutional practices, in this case medical 
confidentiality. This sits at the cornerstone of the Hippocratic oath - an ancient embodiment 
ŽĨƚŚĞƉƌŽĨĞƐƐŝŽŶƐ ?ĐŽŵŵŝƚŵĞŶƚƚŽƚŚĞǀĂůƵĞŽĨĐŽŶĨŝĚĞŶƚŝĂůŝƚǇ ? 
 
A third ethical framework to consider confidentiality is consequentialism, which would focus 
on the outcomes of breaching confidentiality. Although in most cases the negative 
consequences would outweigh the positive and therefore negate breaking confidentiality, 
under this principle there may be some occasions where disclosing details could be argued as 
beneficial. This form of justification was used in the Home Office MOU to permit sharing of 
patient data  W ƚŚĞĂŐƌĞĞŵĞŶƚǁĂƐĨŽƌƵƐĞǁŚĞƌĞƚŚĞ “ƉƵďůŝĐŝŶƚĞƌĞƐƚŝŶĚŝƐĐůŽƐƵƌĞŽƵƚǁĞŝŐŚƐ
ƚŚĞƉƵďůŝĐŝŶƚĞƌĞƐƚŝŶŵĂŝŶƚĂŝŶŝŶŐĐŽŶĨŝĚĞŶƚŝĂůŝƚǇ ?(19). Data was shared from NHS records if 
individuals had not contacted the Home Office and had committed an immigration offence 
e.g. exceeded their time to stay in U.K (32).  
 
dŚĞDKhƐƚĂƚĞĚ ƚŚĂƚĚŝƐĐůŽƐŝŶŐĚĂƚĂŽŶ ŝŵŵŝŐƌĂƚŝŽŶŽĨĨĞŶĚĞƌƐ ŝƐĂ  “ŵĂƚƚĞƌŽĨŚŝŐŚƉƵďůŝĐ
ŝŶƚĞƌĞƐƚ ?ĚƵĞƚŽƚŚĞŝƌŶĞŐĂƚŝǀĞŝŵƉĂĐƚŽŶƚŚĞĞĐŽŶŽŵǇĂŶĚƚŚĞŝƌĨŝŶĂŶĐŝĂůŝŵƉĂĐƚŽŶƉƵďůŝĐ
services (19). What was not fully considered was the potential negative consequences. Firstly, 
ƚŚĞƌŝƐŬƚŽƉƵďůŝĐŚĞĂůƚŚĂŶĚƐĞĐŽŶĚůǇƚŚĞĨƵŶĚĂŵĞŶƚĂů ŝŶƐƵůƚƚŽĂŶŝŶĚŝǀŝĚƵĂů ?ƐĂƵƚŽŶŽŵǇ ? 
Whilst the data sharing MOU is now suspended, reporting of patients to the Home Office with 
debts of greater than £500 continues (33) which could constitute grounds for refusal (34).  
 
dŚĞĚĂƚĂƐŚĂƌŝŶŐDKhƐŝŐŶŝĨŝĞƐĂŵŽǀĞƌĞŵŝŶŝƐĐĞŶƚŽĨŐĂŵďĞŶ ?ƐƚŚĞŽƌǇ PƚŚĞ^ƚĂƚĞƌĞĚƵĐĞƐ
ĐĞƌƚĂŝŶ ƉŽƉƵůĂƚŝŽŶƐ ƚŽ  ‘ďĂƌĞ ůŝĨĞ ? ďǇ ĐŽŶƐƚŝƚƵƚŝŶŐ Ă  ‘ƉĞƌŵĂŶĞŶƚ ƐƚĂƚĞ ŽĨ ĞǆĐĞƉƚŝŽŶ ? (1998, 
2005). Underlying the principles of the agreement is the notion that because of the 
ŝŵŵŝŐƌĂƚŝŽŶŽĨĨĞŶĚĞƌ ?ƐĞǆĐĞƉƚŝŽŶĂůŝƚǇŽĨĐŝƌĐƵŵƐƚĂŶĐĞƐ ?ĂƐĐŽŵƉĂƌĞĚƚŽƚŚĞĂǀĞƌĂŐĞĐŝƚŝǌĞŶ ?
the severity of StaƚĞ ŝŶƚĞƌĨĞƌĞŶĐĞ ĂŶĚ ĐŽŶƚƌŽů ŝƐ ǁĂƌƌĂŶƚĞĚ ? dŚŝƐ  ‘ŐŽǀĞƌŶŵĞŶƚĂůŝƚǇ ? ? ĂƐ
described by Foucault (37) - a state process designed to produce, care for or dominate 
individual subjects - ĐŽŶĨůŝĐƚƐǁŝƚŚƚŚĞďŝŽŵĞĚŝĐĂůĨŽĐƵƐŽŶƚŚĞŝŶĚŝǀŝĚƵĂů ?ƐƌŝŐŚƚƚŽĐŽŶĨŝĚĞŶƚŝĂů
treatment.  
 
Following the introduction of the data-sharing MOU and with increasing securitization of the 
health system via the charging regulations, faith in medical confidentiality has been disrupted. 
Patients are not seeking necessary healthcare such as antenatal care unless they reach crisis 
point (16) or they may under-report symptoms leading to worse health outcomes, 
presentation of more advanced disease and increased transmission of communicable 
diseases (38). Additionally, these reforms more closely align healthcare with the 
 ‘ĞƐƚĂďůŝƐŚŵĞŶƚ ? ?ŝŵƉĂĐƚŝŶŐŽŶĂĐĐĞƐƐƚŽĐĂƌĞĨŽƌŵĂƌŐŝŶĂůŝƐĞĚĐŽŵŵƵŶŝƚŝĞƐ(39). All contribute 
ƚŽǁŽƌƐĞŶŝŶŐƉŽƉƵůĂƚŝŽŶŚĞĂůƚŚĂŶĚŚŝŐŚĞƌŝŶĐƵƌƌĞĚĐŽƐƚƐŽĨ ‘ĐƵƌĞ ?ƌĂƚŚĞƌƚŚĂŶ ‘ƉƌĞǀĞŶƚŝŽŶ ?
(40) ?dŚĞůŽƐƐŽĨƚŚĞ ‘ŝŵƉůŝĞĚƉƌŽŵŝƐĞ ?ŝŶƚŚĞĚŽĐƚŽƌ-patient relationship and lack of respect 
for autonomy is fundamĞŶƚĂůůǇŽƉƉŽƐĞĚƚŽƚŚĞŵĞĚŝĐĂůƉƌŽĨĞƐƐŝŽŶ ?ƐĂƉƉƌŽĂĐŚƚŽĐĂƌĞ ?dŚŝƐ
conflict of ethos is absolute and cannot be reconciled.  
 
Beneficence and Non-maleficence 
/ƚŝƐĂĚŽĐƚŽƌ ?ƐĚƵƚǇƚŽĞŶƐƵƌĞƚŚĂƚƚŚĞƌĞŝƐŽǀĞƌĂůůŶĞƚďĞŶĞĨŝƚƚŽƚŚĞƉĂƚŝĞŶƚ(26); embodied 
ďǇ ƚŚĞƉŚƌĂƐĞ  ‘ĨŝƌƐƚ ?ĚŽŶŽŚĂƌŵ ? ?^ŝŶĐĞ ƚŚĞďŝƌƚŚŽĨĞǀŝĚĞŶĐĞ-based medicine, doctors are 
obliged to consider empirical evidence of harms and gains. Changes to service provision which 
impact the risks and benefits, should only be introduced after generation of evidence to guide 
clinicians. The harms posed by the NHS charging regulations to individuals, outlined below, 
are becoming evident however none were robustly investigated by government bodies prior 
to implementation.  
 
Evidence is building for the documented harms which patients have suffered since the 
introduction of the charging regulations. Doctors of the World, a non-governmental 
organisation which runs clinic in London for excluded people such as destitute migrants, 
report that a third of their patients avoided seeking care when they required it (17). Maternity 
Action describes severe mental distress caused to pregnant and new mothers and even led 
to many women feeling pressured into abortion or adoption due to the financial strain (16). 
The mothers illustrate the dehumanising and humiliating process of being harassed for money 
and threatened with reporting to the Home Office (16). A survey of RCPCH members revealed 
four children presenting to A+E with life-threatening conditions following delay in attending 
due to the charging regulations and two intrauterine deaths which may have been avoided if 
mothers had not avoided antenatal care (14). The BMA report a case of a patient dying in her 
30s due to her not seeking help for an eye cancer which she believed she would be refused 
treatment for and a rise in sexual transmitted infections from barriers to accessing sexual 
health clinics (12). Only 3% of trusts conducted an equality impact assessment of the policy 
and no Trust was monitoring for discriminatory impact or the health outcomes of their 
patients (13). 
Delays in treatment due to  ‘ŽƌĚŝŶĂƌǇƌĞƐŝĚĞŶĐĞ ?assessment cause unnecessary harm. This is 
exemplified in the Sylvester ?Ɛcase, where his prostate cancer is left to progress. Good Medical 
WƌĂĐƚŝĐĞ ƚĞůů ƵƐ  “/Ĩ ǇŽƵ ĂƐƐĞƐƐ ? ĚŝĂŐŶŽƐĞ Žƌ ƚƌĞĂƚ ƉĂƚŝĞŶƚƐ ?ǇŽƵ ŵƵƐƚ ƉƌŽŵƉƚůǇ ƉƌŽǀŝĚĞ Žƌ
ĂƌƌĂŶŐĞ ƐƵŝƚĂďůĞ ĂĚǀŝĐĞ ? ŝŶǀĞƐƚŝŐĂƚŝŽŶƐ Žƌ ƚƌĞĂƚŵĞŶƚ ǁŚĞƌĞ ŶĞĐĞƐƐĂƌǇ ?(27). The charging 
regulations are likely to cause psychological distress to affected patients. In an interview, 
Sylvester stated:  “/ĚŽŶ ?ƚŬŶŽǁǁŚĂƚŝƐŐŽŝŶŐŽŶŝŶƐŝĚĞ ?ŝƚŝƐƌĞĂůůǇǁŽƌƌǇŝŶŐŵĞ ? It feels like 
ƚŚĞǇĂƌĞůĞĂǀŝŶŐŵĞƚŽĚŝĞ ?(22). These additional harms caused to patients are profoundly 
opposed to the principle of non-maleficence. 
tŚĞŶǁĞŝŐŚŝŶŐƵƉƚŚĞƌŝƐŬƐĂŶĚďĞŶĞĨŝƚƐ ?ĐĂƚĂƐƚƌŽƉŚŝĐĨŝŶĂŶĐŝĂůĐŽƐƚƐĨŽƌƚŚŽƐĞŶŽƚ ‘ŽƌĚŝŶĂƌŝůǇ
ƌĞƐŝĚĞŶƚ ?ǁŝůůŶĞĞĚƚŽďĞĐŽŶƐŝĚĞƌĞĚ ?dŚŝƐŵĂǇĂůƚĞƌĐůŝŶŝĐŝĂŶƐ ? approach  W there is evidence of 
delays in secondary care referrals and being forced to seek primary care alternatives (12). 
 
Fears that contact with health services may lead to incarceration in a detention centre, denial 
of leave to remain ŽƌďĞŝŶŐ ‘ƐĞŶƚŚŽŵĞ ?ƚŽƉŽƚĞŶƚŝĂůůǇŚĂƌŵĨƵůĞŶǀŝƌŽŶŵĞŶƚƐĞǆŝƐƚ ?deterring 
migrants from accessing healthcare (16). Additionally, the Home Office has confirmed that 
unpaid bills with the NHS may be grounds for refusal of asylum (34). These negative 
repercussions may outweigh the benefits of non-urgent treatment for those affected. 
 
Justice 
The concept of justice is dependent on the frame used to define the population or community 
ŝŶĐůƵĚĞĚ ?dŚĞŵĞĚŝĐĂůƉƌŽĨĞƐƐŝŽŶ ?ƐĨƌĂŵĞŝƐƚŽƚƌĞĂƚĞǀĞƌǇƉĂƚŝĞŶƚĂƐĂŶ ŝŶĚŝǀŝĚƵĂů ? ůŽŽŬŝŶŐ
past personal characteristics, e.g. nationality, gender, and criminal history. In effect, medics 
are trained to be borderless and consider the entire human race as one. This is summarised 
ďǇ'ŽŽĚDĞĚŝĐĂůWƌĂĐƚŝĐĞ P “zŽƵŵƵƐƚƚƌĞĂƚƉĂƚŝĞŶƚƐĨĂŝƌůǇĂŶĚǁŝƚŚƌĞƐƉĞĐƚǁŚĂƚĞǀĞƌƚŚĞŝƌůŝĨĞ
ĐŚŽŝĐĞƐĂŶĚďĞůŝĞĨƐ ?ĂŶĚ  “ŐŝǀĞƉƌŝŽƌŝƚǇ ƚŽƉĂƚŝĞŶƚƐŽŶ ƚŚĞďĂƐŝƐŽĨ ƚŚĞŝƌĐůŝŶŝĐĂůŶĞĞĚ ?(27). 
Under this model, it is clear that the NHS charging regulations contravene the principle of 
justice.  
 
This borderless framework is fundamentally opposed to State sovereignty, which defines 
ŝƚƐĞůĨďǇ ‘ƚŚĞďŽƌĚĞƌ ? ?The State applies the concept of justice only to the population within its 
borders and therefore those from outside are seen as a threat to the justice of its people; a 
ƚŚƌĞĂƚƚŽƚŚĞŝƌ ‘ƌŝŐŚƚŽĨĞǆĞŵƉƚŝŽŶ ?(41) ?,ĞŶĐĞ ? ‘ŚĞĂůƚŚƚŽƵƌŝƐƚƐ ?ĚĞŶǇh ?< ?ĐŝƚŝǌĞŶƐƚŚĞŝƌƌŝŐŚƚ
to healthcare. The central argument for the reforms rests oŶƚŚĞĐŽŶĐĞƉƚŽĨ ‘ĨĂŝƌ ?ĂůůŽĐĂƚŝŽŶ
ŽĨƌĞƐŽƵƌĐĞƐ ?ďĂƐĞĚŽŶƚŚĞĂƉƉůŝĐĂƚŝŽŶŽĨ ‘ĨĂŝƌ ?ƚŽƚŚŽƐĞǁŚŽĂƌĞƌŝƚŝƐŚĐŝƚŝǌĞŶƐ ?dŚŝƐĐůĂƐŚŽĨ
definition poses a problematic tension and is core to the ethical breaĐŚŽĨĚŽĐƚŽƌ ?ƐĚƵƚŝĞƐ
under the NHS charging regulations. 
 
This tension echoes the debate in human rights literature. The French Declaration of the 
ZŝŐŚƚƐŽĨDĂŶ ? ? ? ?ǁĂƐĨƌĂŵĞĚŽŶ ‘ƚŚĞĐŝƚŝǌĞŶ ? ?ĞǆĐůƵĚŝŶŐŵĂŶǇ ĂƚƚŚĞƚŝŵĞŝŶĐůƵĚŝŶŐǁŽŵĞŶ
and Jews. The Universal Declaration of Human Rights and subsequent Human Rights 
ŵŽǀĞŵĞŶƚŚĂǀĞŶĞǀĞƌƐŚĂŬĞŶŽĨĨƚŚŝƐĂƐƐƵŵƉƚŝŽŶŽĨ ‘ŚƵŵĂŶ ?ĂƐ ‘ĐŝƚŝǌĞŶ ?(42). Hannah Arendt 
ƐƵŵŵĂƌŝƐĞĚĂƐŝƚƵĂƚŝŽŶǁŚĞƌĞƉŽůŝƚŝĐĂůĨŽƌĐĞƐĐŽƵůĚƌĞŶĚĞƌƉŽƉƵůĂƚŝŽŶƐǁŝƚŚŽƵƚ “ƚŚĞƌŝŐŚƚƚŽ 
ŚĂǀĞ ƌŝŐŚƚƐ ?ĂŶĚǁŝƚŚŽƵƚ ƚŚĞ  “ƌŝŐŚƚ ƚŽďĞůŽŶŐ ƚŽƐŽŵĞŬŝŶĚŽĨŽƌŐĂŶŝǌĞĚĐŽŵŵƵŶŝƚǇ ?(20). 
^ǇůǀĞƐƚĞƌ ?ƐƐƚŽƌǇŝƐĂŶĞǆĂŵƉůĞŽĨƐŽŵĞďŽĚǇǁŚŽǁĂƐĞǆĐůƵĚĞĚĨƌŽŵƚŚĞh<ĐŽŵŵƵŶŝƚǇĂŶĚ
denied his entitlement to healthcare. Today, the Universal Declaration of Human Rights, is 
ŝŶĞǀŝƚĂďůǇ ŽƉĞƌĂƚŝŽŶĂůŝƐĞĚ Ăƚ ^ƚĂƚĞ ůĞǀĞů ůĞĂĚŝŶŐ ƚŽ ĚĞŶŝĂů ŽĨ ŚƵŵĂŶ ƌŝŐŚƚƐ ĨŽƌ  ‘ŽƵƚƐŝĚĞƌƐ ? ?
under the guise of law and order (43).  
 
Rawls stated that distributive justice should be achieved by ensuring that any inequalities 
must benefit all citizens, and particularly must not lower the expectations of those least-
advantaged. He argued that equality should set the baseline for society and inequalities are 
only to be tolerated if they improve everyone's situation (44). To employ this interpretation 
of justice to the introduction of the charging regulations we need to decide who we include 
in our definition of society. Rawls worked by the framework of the citizen, so using his concept 
ǁĞĐĂŶĐŚŽŽƐĞƚŽĞǆĐůƵĚĞƚŚŽƐĞŶŽƚĚĞĞŵĞĚ ‘ŽƌĚŝŶĂƌŝůǇƌĞƐŝĚĞŶƚ ?ĨƌŽŵŽƵƌĚĞĨŝŶŝƚŝŽŶĂŶĚƚŚŝŶŬ
about the least advantaged UK citizens. There are many expected outcomes which appear to 
lower the expectations of this group such as an increase in infectious diseases which tend to 
show greatest prevalence in the poorest citizens, increased animosity between the citizen 
population and the migrant/visitor population which can reduce wellbeing (this is most 
relevant for the least advantaged UK citizens because they tend to live and work in the same 
locations and therefore come into more direct contact), deterioration of the mental health of 
migrant/visitor population which could impact on citizen population in a number of ways, 
increase in homelessness and possibly an increase in crime rates as the visitor/migrant 
population are pushed into destitution as a result of poor health or the costs of healthcare.  
 
The only perceived benefit to the least advantaged in the citizen population of this policy 
would be a potential 0.07% increase in the E,^ƉŽƚĨŽƌƚŚĞĞŶƚŝƌĞƉŽƉƵůĂƚŝŽŶ ?ƐƉŽƚĞŶƚŝĂůƵƐĞ
of healthcare, and as will be discussed below the reality of recovering these funds may never 
be realised ?/ĨǁĞǁĞƌĞƚƌƵůǇĐŽŶĐĞƌŶĞĚǁŝƚŚĂĐŚŝĞǀŝŶŐZĂǁůƐ ?ĚĞĨŝŶŝƚŝŽŶŽĨĚŝƐƚƌŝďƵƚŝǀĞũƵƐƚŝĐĞ
then there are many better ways to improve the least advantaged ?Ɛ proportion of the NHS 
pot such as fairer distribution of healthcare resources through greater Government support 
of health equity initiatives e.g. the Deep End primary care ŵŽǀĞŵĞŶƚďĂƐĞĚŽŶdƵĚŽƌ,Ăƌƚ ?Ɛ
inverse care law (45).  
 
If we choose to broaden the definition of membership of society and include those deemed 
not  ‘ordinarily resident ?but still on UK soil then we can see clearly how the NHS charging 
regulations worsen the situation of the least advantaged. Under this definition, the least 
advantaged population on UK soil must surely be those vulnerable populations who are living 
outside the protective frameworks of citizenship and have a host of barriers to prevent them 
bettering their individual circumstances. Not all migrants/visitors on UK soil, such as richer 
economic migrants from places such as the USA and Russia, will be within this category, 
however those at the least advantaged end of the scale must surpass the level of 
disadvantage of the poorest of UK citizens.  
 
To employ another of Rawls ? theories and seek further clarification on his moral position, we 
can use his thought experiment: the veil of ignorance. This would support the idea of 
dismantling the charging regulations as if your position in society was concealed from you 
before the decision was made then few people would agree to such a marginalising policy.  
 
The reforms were introduced at a time of heavy anti-immigration media coverage and 
politically motivated rhetoric over the condition of the NHS budget (46). The preceding years 
of austerity led to heightened scrutiny of public service spending (47). Media coverage (48,49) 
and policy-makers debate (50) ĨŽĐƵƐƐĞĚŽŶ ‘ŚĞĂůƚŚƚŽƵƌŝƐŵ ? PƚƌĂǀĞůƚŽƚŚĞh<ƐƉĞĐŝĨŝĐĂůůǇĨŽƌ
NHS services. Populist media adopted the phrase and represented it as the main motive for 
change, despite government-commissioned research estimating it to contribute only 0.07% 
to the total NHS spend (51,52) and estimations from UK Office of National Statistics that net 
migration for medical treatment moves out of the UK rather than into it (53).  
 
Despite the governments claim that £156m could be saved through the new charging system 
the current estimate is that only £15  W 25m gross income is being recovered (15). The costs 
of administrating the system are estimated to be greater currently than the recovered costs 
 W a net loss to the NHS (15). Using a rough back of the envelope calculation, if there are 99 
NHS trust in England and a rough approximation of 220 overseas visitors managers employed 
in them on a band 6 pay salary then this cost alone would equate to £6.5M spent on OVMs 
salaries per ǇĞĂƌ ?WůƵƐ ?ƚŚŝƐĚŽĞƐŶ ?ƚƚĂŬĞĂĐĐŽƵŶƚŽĨĂŶǇŽĨƚŚĞĂĚĚŝƚŝŽŶĂůĂĚŵŝŶŝƐƚƌĂƚŝǀĞƐƚĂĨĨ
required in their team or the other operational costs. The majority of NHS trusts report hiring 
external debt recovery agents to deal with unpaid debts (15). Despite heavy-handed 
approaches, these external agents have limited success with only approximately 7% of debts 
being recouped and charge large fees regardless of the outcome (54). 
 
Evidence from studies conducted in Europe suggest that exclusion of migrants from routine 
healthcare is not a cost-effective approach (55 W57). The additional financial costs to the NHS 
through delayed presentation of medical conditions leading to greater overall costs of 
healthcare and increased rate of infectious diseases due to fear of seeking medical attention 
have not been published. These are extremely difficult to calculate accurately but must be 
taken into consideration.  
 
If fair allocation of resources is the core motivation for the policy then it is clearly not having 
the desired effect as a cost saving initiative and there is no suggestion that it necessarily will. 
There are many more evidenced and properly researched approaches to reducing waste of 
scarce NHS resources which could have been prioritised over this one, such as minimisation 
of prescription costs, improvements in use of technology and preventing the need for agency 
staff (58,59). Numerous calls have been made for the Government to be more transparent 
about publishing its decision-making process and the impact of the policy following its 
introduction (2,60). A review into the impact of the charging regulations has not been shared 
publŝĐůǇĂŶĚŶĞŝƚŚĞƌŚĂƐWƵďůŝĐ,ĞĂůƚŚŶŐůĂŶĚ ?ƐƌĞǀŝĞǁŝŶƚŽƚŚĞŝŵƉĂĐƚŽĨƚŚĞĚĂƚĂƐŚĂƌŝŶŐ
agreement (33). As it seems evident that the motivation for this policy cannot be cost-
effectiveness alone, political ideology appears to be its driving force which is problematic 
when making healthcare delivery decision. 
 
Whilst it can be reasoned that NHS charging regulations have been produced by democratic 
decision-making and should therefore be respected, history shows that democratic decisions 
have resulted in human rights abuses throughout the world e.g. civil rights in the United 
States, apartheid in South Africa and anti-terrorist measures in many European countries. Part 
of the democratic process is to challenge and call-out those policies which may not have 
considered their negative consequences. Democracy occurs in incremental steps. 
Occasionally a step is taken which members of the population disagree with and they can 
exercise their democratic right to oppose this and lobby for change. Doctors as a professional 
body have an obligation - for the good of society - to uphold their ethical code of conduct, 
which has been revised and developed over many centuries.  
 
dŚĞ ƉƵďůŝĐ ?Ɛ ǁŝůůŝŶŐŶĞƐƐ ƚŽ ƉĂǇ ƚŚĞŝƌ ƚĂǆĞƐ ƚŽ ĨŝŶĂŶĐĞ ƚŚĞE,^ ĚĞƉĞŶĚƐ ŽŶ ƚŚĞ ŚĞĂůƚŚĐĂƌĞ
provided. Currently, there is no evidence available that quality of care has improved since the 
new policy has been implemented. Quality of healthcare in the UK compared to other EU 
countries in a very broad sense  W as healthcare is hugely diverse and quality is a multi-
dimensional concept  W is good: the NHS has some of the lowest waiting times for operative 
procedures and some of the shortest hospital admission stays (61). Some recent stagnations 
in quality measures such as overall life expectancy (62) and infant mortality (63) have 
occurred since 2010 and 2014 respectively showing, if anything, declining quality in public 
health and healthcare. There is growing evidence to link these falling measures of population 
health to the austerity policies of the current administration (64,65).   
 
ƚƉƌĞƐĞŶƚ ?ƚŚĞĐŽŵŵƵŶĂůĂŐƌĞĞŵĞŶƚŽĨĂĚŽĐƚŽƌ ?ƐƌĞƐƉŽŶƐŝďŝůŝƚŝĞƐďĞƚǁĞĞŶƚŚĞƉƌŽĨĞƐƐŝŽŶ
and wider society does not require consideration of immigration status. There is no mention 
ŽĨ  ‘ĐŝƚŝǌĞŶ ? ?  ‘ǀŝƐŝƚŽƌ ? ?  ‘ƌĞƐŝĚĞŶĐĞ ? Žƌ  ‘ŶĂƚŝŽŶĂůŝƚǇ ? ŝŶĂŶǇ ŽĨ ƚŚĞ Good Medical Practice 
documentation (27). Therefore, whilst working as a doctor in England, all patients who walk 
through your door should be treated in the same way regardless of their reasons for being 
within the boundaries of the UK. If society feels strongly that consideration of these concepts 
should be incorporated into the role then there needs to be a much wider public and medical 
debate on this issue. A clinical environment, which should promote healing, care and comfort 
to the sick, is not an appropriate space to enforce border control. Clinicians are not trained 
for this role or its impact. These two functions have completely opposing priorities and cannot 
be brought under one roof without damaging the conduct of the other. This sentiment is 
outlined in the United Nations Global Compact for Migration, adopted by the UK Government 
ŝŶĞĐĞŵďĞƌ ? ? ? ? ?/ĨƚŚĞ,ŽŵĞKĨĨŝĐĞďĞůŝĞǀĞŝƚŝƐŝŵƉŽƌƚĂŶƚƚŽƌĞĚƵĐĞŵŝŐƌĂŶƚƐ ?ƵƐĞŽĨƉƵďůŝĐ
services, they should focus greater attention on policing UK borders. The enforcement of such 
border control measures has no place under the jurisdiction of healthcare.  
 
Summary 
 
Overall, this article demonstrates that new NHS immigration reforms are fundamentally 
opposed to ethical conduct core to the medical profession; evidenced with excerpts from 
Good Medical Practice. The case study focuses on the story of Commonwealth immigration 
in the wake of the Windrush scandal; a Jamaican born man, living and paying his taxes in the 
UK for over 40 years and denied free NHS cancer treatment. The case exemplifies the great 
sense of injustice experienced by many due to exertion of State border control through health 
services. 
 
The argument is developed, using the four principles of biomedical ethics to highlight 
contradictions between the new reforms and the ethical obligations governing doctors in the 
UK. It is revealed tŚĂƚ ƌĞĐĞŶƚ ŐŽǀĞƌŶŵĞŶƚ ƉŽůŝĐŝĞƐ ŽŶ ĂĐĐĞƐƐ ƚŽ ŚĞĂůƚŚĐĂƌĞ ĨŽƌ  ‘ŽǀĞƌƐĞĂƐ
ǀŝƐŝƚŽƌƐ ? ĚĞŶǇ ĚŽĐƚŽƌƐ ĨƌŽŵ ƉƌŽǀŝĚŝŶŐautonomy and confidentiality to their patients. 
Consequences of the charging reforms are explored to better inform clinicians when seeking 
to reach the best possible outcomes for patients. Finally, the State's border-bound definition 
of justice contrasts with the border-free approach of clinical care, revealing a fundamental 
tension.  
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